Objective To study the prevalence of juvenile victimisation in a group of young adults.
Introduction
Victimisation during childhood occurs in different forms. Children experience these events in silence, often not realising that they are being victimised. It is often in retrospect, in adulthood, that they realise they had been victimised. These childhood experiences, during the formative years, have a lasting impact on the individual's life and achievements [1] . The incidence of such events amongst Sri Lankan children is not known. Some hospital and community based data show that the occurrence of victimisation is not rare [2, 3] . The child victims that come to hospital are usually the severely affected, and could be the "tip of the iceberg". The available data deals with incidents of child maltreatment. However, there are other forms of victimisation, that if left unrecognised, could have effects on the child reaching full developmental potential. We carried out this study to assess the prevalence of maltreatment and other types of victimisation experienced during childhood. 
Juvenile victimisation in a group of young Sri Lankan adults

Methods
A questionnaire was administered to 1322 undergraduates of the University of Kelaniya in the first and second years of their university career. Students from 5 faculties of the university participated in the study. They were from the Faculties of Commerce (62%), Medicine (26%), Science (8%), Humanities (2%) and Social Sciences (2%). In order to ensure seating arrangements conducive to reporting confidential and sensitive events, the questionnaire was administered at the end of examinations held in different faculties. This contributed to the variation in representation. The participants were requested to divulge details of victimisation experienced in childhood (up to 18 years).
The questionnaire was based on the juvenile victimisation questionnaire (JVQ) for estimation of the incidence of victimisation in childhood [4] . The questionnaire was translated into Sinhala (local dialect) and back translated. It was pre-tested among 45 medical students of the University of Kelaniya.
To improve the content validity of the questionnaire two additional modules were included in addition to the 4 modules in the original JVQ i.e. child maltreatment, conventional crime, peer and sibling victimisation and witnessing violence and other types of indirect victimisation. The additional modules were the introduction to substances in childhood and parental deprivation (these have not been addressed in the Sri Lankan setting). The questionnaire was modified to make some of the terminology comprehensible to a Sri Lankan population and to ensure that the questions were culturally and socially acceptable. The participants were given the choice of answering the questionnaire either in English or in Sinhala. Data analysis was performed using Epi info version 6. Approval for the study was obtained from the Ethics Committee, Faculty of Medicine, University of Kelaniya.
Results
The response rate was 90% (1189/1322). The mean age of the cohort was 21.8 years, and 59% were females. The prevalence of different types of victimisation are given in table 1. Table 2 describes the different types of sexual maltreatment. *** Modes used for corporal punishment were -stick (60%), hand (27%), kicking (2%) and more than one mode in 11%. There were no injuries noted in 74%. 21% had suffered a small cut/bruise, 2% a large cut/bruise and in 3% a combination of large and small cuts/bruises. Table 3 . Characteristics of physical maltreatment of the recalled event
Papers
In module 1 (child maltreatment), the commonest types of maltreatment experienced were sexual (44%) and physical (36%). The prevalence of both types of abuse was significantly higher in males than in females (p< 0.001). Of those sexually abused, many had experienced exposure to pornographic films (23%) and exhibitionism (18%). 27% had experienced one type of sexual maltreatment described in table 2, while 11% and 6% had experienced two or more than two types of maltreatment respectively. The commonest perpetrators of physical maltreatment were teachers (33%) and parents (father 14%, mother 7%). The common places at which such abuse took place were school (51%) and home (40%). The common reasons for bias attacks (table 1) in both males and females were related to self image (43% and 45%), family background (24% and 23%) and physical deformities (11% and 14%). 2% claimed that their parents had intentionally neglected their basic needs. The common areas of neglect were clothing (19%), schooling (22%) and food (15) %.
In module 2, (conventional crime) attempted assault (36%) and experience of being robbed (20%) were the common categories. In module 3 (peer and sibling victimisation), the commonest event was bullying at the hands of peers and siblings (22%). In module 4 (witnessing violence and other types of indirect victimisation), 35% witnessed domestic violence between parents and 31% witnessed parents assaulting siblings. In module 5 (introduction to substances) 10% had been introduced to smoking, alcohol and drugs during their childhood. The incidence was significantly higher in males than in females (p<0.001).
Amongst males 32% had taken alcohol, 23% cigarettes and 1% drugs during their childhood (this information was not analysed amongst females as the number was very low). The age of introduction to substances for the first time (irrespective of gender) was between 16-18 years (56%), between 12-15 years (36%) and between 7-11 years (8%). Overall use of substances by the father was 33%. Use of substances was significantly higher in children whose fathers were using substances compared to children whose fathers did not (p <0.001). In module 6 (parental deprivation), 5% had experienced breakup of the marriages of their parents.
Discussion
The JVQ is a comprehensive questionnaire designed to gather information on a broad range of victimisations. It has been designed with sensitivity to language and content so that it could be administered to children as young as 12 years, while still being able to gather information regarding even statutory rape with its legal implications. It has been proved a good tool for the purpose of assisting professionals wanting a thorough record for assessment of victimisation and for research.
The prevalence of child maltreatment in different communities is difficult to compare as the definitions used by researchers vary. Therefore the JVQ is a good instrument to assess the epidemiology of the problem. It has been designed to be used as a self-administered questionnaire for children aged 12 years and above and as a caregiver proxy report for children below this age. Though it has been found to be acceptable to be administered to adults for retrospective reporting, caution is urged [5] . This is due to two reasons. Firstly, the original JVQ limits its responses to events that have occurred "in the last one year". However, when administered to adults this has to be changed to "ever" to indicate experiences occurring at any time during childhood, and memory for some events, like robbery, are unlikely to be good after many years. Secondly, childhood referent periods make it impossible to compare rates for children of different ages. Despite these limitations we were compelled to use a cohort of young adults because the ethics committee did not permit administration of the questionnaire to school children. Undergraduates in the first and second years of study were selected. The study had a good response rate of 90%.
The young adults in this cohort had experienced several types of victimisation. It is interesting to note that males had significantly more exposure to sexual and physical maltreatment and to bias attacks than females. Overall 44% had experienced some form of sexual maltreatment (58% males, 34% females). This is contrary to hospital based data where the incidence of sexual and physical maltreatment is higher in females than in males [2] . Could this mean that males who are maltreated do not present for medical attention? Could males be accepting physical maltreatment as a norm and not reporting it? The reasons why more females are presenting to hospital may be social, in a society that is very protective of the female child and where female virginity is still much valued. If so, it is important to recognise this as silent acceptance of maltreatment by males may lead to psychological sequelae, as no medical or psychological help would be offered to them.
Of the study population, 36% had experienced physical maltreatment. Once again males were significantly more affected than females (43% vs 31%). It is important to note that physical maltreatment occurred in the school and home environments in 91% of cases. These are the very environments that should be nurturing, and setting standards and examples to children. Corporal punishment in schools has been banned via a Ministry of Education circular in Sri Lanka since 2001 [6] . This circular may not have had much impact on this study cohort, as they had entered university in 2004. There does not seem to be any gender bias with regard to corporal punishment in schools by teachers (males 35%, females 32%). However, there is a significant female preponderance in physical maltreatment meted out at home by the mother (10% vs 4%) and father (16% vs 10%). Domestic violence was witnessed and experienced by 66% (violence between parents and parent assaulting Papers a sibling). When children are exposed to environments where problems are solved with violence they naturally assume that the only way to solve problems is with violence. Improvement of parenting skills and alternative ways of settling differences of opinion are important strategies that need to be inculcated in society.
Children from broken families are at a higher risk of being victims of violence [2] . One of the reasons for these "broken" families in Sri Lanka is maternal employment abroad. 5% of our cohort had experienced maternal separation during their childhood due to the mother being employed abroad.
Ten percent of participants in our study were exposed to substances during childhood. Use of substances was significantly higher in children whose fathers were using substances compared to children whose fathers were not. Parents and teachers should take heed of this, and be required to take necessary action to minimise such exposure to children at these impressionable ages. Parents should realise the importance of good role modeling.
Much evidence is available regarding the physical, psychological, behavioural, emotional and societal consequences of violence against children [1, 7] . Research has shown that prolonged exposure to violence perpetrated against them or witnessing violence has an effect on the developing brain which in turn leads to social, emotional and cognitive impairments as well as to behaviour that cause diseases, injury and social problems [1, 8] . Other fallouts are obesity, early sexual activity, smoking and substance abuse [7, 8] . Related mental health problems include anxiety, depressive disorders, hallucinations, impaired work performance, memory disturbances, aggressive behaviour, intimate partner violence and suicide attempts [7, 8] . A strong graded relationship has been demonstrated between the breadth of exposure to abuse or household dysfunction during childhood and risk factors for leading causes of death in adults like ischaemic heart disease, cancer, chronic lung disease, skeletal fractures and liver disease [9] .
We observed significant rates of childhood victimisation in a group of young adults in this country.
Our sample could be considered biased, and it would be interesting to note whether prevalence rates would be higher if the study was based in the community, of maltreatment as long term effects could have an effect on educational outcome. The education and health sectors, and community and religious leaders have a responsibility to increase awareness and develop strategies for prevention of this social ill.
